Women attending a family planning clinic were studied to determine the relation between cervical erosion and clinical and social characteristics. The appearance of the cervix was recorded without knowledge of the women's symptoms.
Summary and conclusions
Women attending a family planning clinic were studied to determine the relation between cervical erosion and clinical and social characteristics. The appearance of the cervix was recorded without knowledge of the women's symptoms.
The prevalence of erosion increased with parity but, when the effects of other factors were controlled, decreased in women aged 35 and over. Erosion was significantly more common in women taking the "pill" and less common in women using barrier methods of contraception than in others. There was considerable variation between doctors in the reporting of erosion. No association was found between erosion and postcoital bleeding, dyspareunia, backache, or dysuria. There was a significant but modest association between erosion and vaginal discharge and a suggestion that erosion may sometimes be associated with nocturia and frequency of micturition. Vaginal flora was similar in women with and without erosion.
Cervical erosion should not be regarded as pathological in asymptomatic women, nor should it be assumed necessarily to be the cause of symptoms in women with genitourinary complaints.
Introduction
Cervical erosion is one of the most common reasons for hospital admission of women aged 15-44 years. It accounts for about 5000 admissions a year in Scotland' and 30 000 admissions a year in England and Wales.'' In addition an unknown number of women with erosions are treated as outpatients. The term erosion is misleading, since there is no loss of surface tissue from the cervix3 4: the lesion consists of a zone of columnar epithelium on the vaginal portion of the cervix in place of the stratified, squamous epithelium normally found below the external os.
Cervical erosion is a common finding on routine pelvic examination during the fertile years,5 6 but whether it should be treated or ignored remains controversial. Many doctors refer for specialist treatment only those women in whom the erosion is associated with genitourinary symptoms. Even in these patients, however, it is not certain that the lesion causes the symptoms, since similar symptoms also occur in women with a normal cervix. Uncertainty about the clinical significance of cervical erosion results in substantial variation in its management. For example, Philip7 recommended that most erosions in non-puerperal women should be treated, whereas Townsend" thought that treatment should be reserved for selected, symptomatic cases. This leads to uncertainty about the need to refer women with erosion for specialist care-in one study9 the rate of referral for treatment of erosion varied seventeenfold among different family planning clinics.
Because cervical erosion is so common and its clinical significance often obscure we undertook a study to describe the characteristics of women with erosion and determine the relation between genitourinary symptoms and erosion. Clinical signs were recorded "blind"-that is, without knowledge of the women's symptoms.
Patients and methods
The study was Each patient was asked to participate in a survey of "common symp-toms in young women." She was interviewed by a research nurse, who recorded personal and social characteristics and present and past symptoms by means of a standard questionnaire (see Appendix). Each woman was then told that she would be examined by a doctor but should not discuss any symptoms until after the examination. The research nurse accompanied each patient to explain the procedures and verify that no discussion took place until the doctor had completed the examination form. Thus physical findings were recorded without knowledge of reported symptoms. Cervical erosions were graded as less or more than 2 cm in diameter. Albumin-coated swabs (Exogen Ltd) were taken from the external os of all women, the site of any erosion, and the vaginal fornix in women with an abnormal vaginal discharge. All swabs were taken under direct vision through a vaginal speculum, care being taken to minimise the possibility of contaminating a swab from one site with material from another. Swabs were examined for Trichomonas vaginalis, Neisseria gonorrhoeae, and yeasts and fungi and were also cultured on routine laboratory media for aerobic and anaerobic bacteria. Other groups of organisms were defined as follows: (1) anacrobes-obligate anaerobic cocci and Gram-negative bacilli that were sensitive to metronidazole and failed to grow in 10%/ CO2 in air; (2) coliform organisms-Gram-negative bacilli growing aerobically on MacConkey medium at 37 C; and (3) 3-haemolytic streptococci-streptococci showing 13-haemolysis on 10 % horse-blood agar.
Full details of sampling, transport, and isolation procedures will be reported elsewhere, together with detailed results of the microbiological studies.
Results
We studied 1498 women aged 16-47 years (mean age 27). A large erosion ( 2 cm in diameter) was reported in 151 women (10 1 %) and a smaller one in 399 (26-6 0,,). Large erosions were more common in women aged 25 and over (table I) and were associated with increasing parity (table II) . They were more common in women taking the "pill" and less common in women using barrier methods of contraception than in women using either no method or an intrauterine The doctors graded the quantity of vaginal discharge seen on examination as normal, slightly more than normal, or much more than normal. A much greater than normal discharge was reported for 6% of the women with a normal cervix, 10% of those with a small erosion, and 17"' of those with a large erosion. The doctors tended to grade the consistency of vaginal discharge as mucopurulent more often in women with erosions than in those without (table V) . There was no appreciable difference in the prevalence of yeasts and fungi, T vaginalis, and N gonorrhoeae between women with and without erosions. The flora from the os was similar in the two groups of women; and, in women with an erosion, the flora from the os and erosion was also similar (table VI) . 
Discussion
These findings confirm that some degree of cervical erosion is common in women of fertile age.5 6 Large erosions were found in 1O"U) of our study population. The prevalence of erosion increased with parity but, when the effects of other factors were controlled, decreased with age over 35; indeed, it is recognised that erosion is uncommon in postmenopausal women.4 Erosions were significantly more common in women taking the pill, which supports the possibility that erosion is at least partly aetiologically related to hormonal status. Erosion was significantly less common in women using barrier methods of contraception-namely, the diaphragm or sheath. There was considerable variation between doctors in the reporting of erosion, despite efforts to standardise their observations. Symptoms commonly ascribed to cervical erosion include vaginal discharge, postcoital bleeding, dyspareunia, backache, and disturbances of micturition. Although some erosions were recorded as having bled easily when touched during the examination, we found no association between erosion and symptomatic postcoital bleeding. Furthermore, women with erosion were no more likely than those without to report bloodstained or brown vaginal discharge. We found no correlation between erosion and dyspareunia, backache, or dysuria. There was, however, a significant a,sociation between erosion and vaginal discharge. The presence of erosion and abnormal vaginal discharge on examination could not, of course, be ascertained independently, which was a potential source of bias; but the finding of erosion was independent of knowledge of the symptom of vaginal discharge (table IV), so that this association was free from such bias. Patients with erosion who had abnormal discharge tended to describe it as moderate in quantity, thick, and yellow or creamy. This corresponded reasonably well with the doctors' tendency to describe such discharge as being heavier than normal and mucopurulent. The microbiological flora in women with erosions was no different from that in other women (table VI) , however, and the vaginal discharge associated with erosion was therefore probably related to the secretory function of the columnar epithelium rather than being the result of an infective process. (The prevalence of viruses, T-strain mycoplasmas, and Chlarnydia spp was not investigated in this study.) The association between erosion and discharge (table IV) was modest: hence even when an erosion is found in a woman with abnormal discharge it should not necessarily be regarded as the cause of the discharge. There was a suggestion in the data that erosion may be associated in some women with frequency of micturition and nocturia (most commonly the need to pass urine once in the night).
The population of women studied was unselected except that they had sought advice on contraception from a family planning clinic. The results are therefore relevant to the finding of cervical erosion on routine pelvic examination in family planning clinics and general practice. We cannot tell how relevant they are to women seen with erosion in specialist gynaecological clinics. We suggest, however, that cervical erosion should not be regarded as either pathological in asymptomatic women or necessarily the cause of symptoms in women with genitourinary complaints. Controlled trials are needed to determine the value of surgery, measuring the alleviation of symptoms thought to be associated with erosion.
